Introduction
Endoscopic treatment is less invasive and also provides a cosmetically better outcome than does a conventional laparotomy [1] . We applied endoscopic balloon dilatation for congenital membranous stenosis in the jejunum. There have been several reports concerning endoscopic treatment for duodenal stenosis [1] [2] [3] [4] [5] [6] , but to our knowledge, this is the first report describing jejunal stenosis in English literature.
Case report
A 7-month-old female patient (BW 5,680 g) with gastric dilatation in ultrasonography (US) was admitted to our institute. The patient had a history of intermittent bilious vomiting and poor weight gain since 4 months of age (BW 5,540 g). A plain X-ray and US showed dilatation of the stomach and duodenum, and a contrast study of the upper gastrointestinal tract showed a duodenal dilatation and to-and-fro movement of contents in the duodenum with stenosis beyond the ligament of Treitz (Fig. 1a, b) . Gastro-esophageal reflux was also revealed. Computed tomography showed no compression to the stenosis from outside. The procedure was performed in the operating room, with the patient under general anesthesia in preparation for proceeding to a laparotomy if complications occurred. A 9-mm flexible endoscope (XQ230, Olympus, Tokyo, Japan) was easily inserted into the jejunum through the ligament of Treitz. Endoscopy revealed significant dilatation of the duodenum and upper jejunum, and using an endoscope, the mucosal diaphragm with a pin hole in the jejunum could be seen to ''billow'' in-and-out of the proximal jejunum with the intermittent insufflation of air (Fig. 2a) . A through-thescope multidiameter balloon catheter (controlled radial expansion, CRE; Microvasive, Boston Scientific Corporation, Natick, MA, USA) was inserted through the membranous stenosis, and dilatation was performed for dilatation diameters 10, 12, and 15 mm each for 2 min (Fig. 2b) . The amount of bleeding was small. When the membrane of the stenosis was partially lacerated with dilatation using a balloon catheter measuring 15 mm in diameter, the endoscopic balloon dilatation of the stenosis was completed (Fig. 2c) . After carrying out balloon dilatation, the endoscope could be smoothly inserted through the opening (Fig. 2d ). There were no complications either during or after the procedure. Oral feeding resumed and the patient was discharged 1 day after the treatment. 5 months after the procedure, repeat endoscopy demonstrated no stricture of the jejunum, and the patient is currently doing well.
Discussion
As both endoscopic treatment and instrumental techniques improve, endoscopy has thus become a less-invasive and cosmetically beneficial approach [1] . Several studies reported the endoscopic treatment for congenital membranous duodenal stenosis [1] [2] [3] [4] [5] [6] .Almost all these reports described a membranectomy [1] [2] [3] [4] [5] , which is useful for larger membranes such as the windsocks in the duodenum [1] . The patient presented with recurrent vomiting and therefore underwent surgery after an adequate membranectomy, due to narrowing of the descending part of the duodenum over a long distance due to an annular pancreas [4] . The considerable risks or complications associated with this endoscopic treatment include causing an injury to the papilla of Vater [4] and the occurrence of a mural perforation of the duodenum [5] . Van Rijn et al. [6] presented the first case on the use of balloon dilatation to treat children. Asabe et al. [3] used balloon catheter measuring 12-13.5 mm in diameter to achieve sufficient dilatation of congenital duodenal stenosis at 9 days of age, when the BW was 3,060 g. Therefore, we applied a 10-mm balloon catheter at the beginning of the treatment protocol.
The incidence of jejunoileal atresia and stenosis has been reported to be between 1 in 330 and 0.9 in 10,000 live births. Stenosis was 7% of them [7] . It is difficult to evaluate small bowel disorders, because the small bowel is located quite far from the mouth and anus in adults [8] . In the present case, it was easy to insert through the ligament of Treitz, because we presumed that the duodenum might have been significantly dilated and shorter than that in adults.
In upper jejunal stenosis, endoscopic balloon dilation was safer, because there is no problem as the papilla of Vater. Additionally, a stenosis resembling a pin hole was detected more easily, because of the adjacent effect following endoscopy than that following a laparotomy. Endoscopic balloon dilation for an infant patient with congenital membranous stenosis in the jejunum was minimally invasive and effective as a treatment modality. 
